Inferior vena cava (IVC) thrombosis after traumatic liver injury is an extremely rare condition, and only 12 cases have been reported in the English literature since 1911. We report a case of a 26-year-old man who presented with IVC thrombosis after blunt liver injury. IVC thrombosis was incidentally detected by computed tomography 15 days after conservative management of blunt liver injury. The patient denied any symptoms of thrombophlebitis and did not have any evidence of hypercoagulable state. We placed an IVC filter via the right jugular vein and started the anticoagulation treatment. The patient recovered successfully without operative treatment and IVC thrombosis disappeared completely two months later. We suggest that that the possibility of IVC thrombosis should be considered in patients with a large hematoma of the liver, which may cause compression of the IVC. (Korean J Hepatobiliary Pancreat Surg 2014;18:97-100)
INTRODUCTION
Inferior vena cava (IVC) thrombosis after hepatic trauma is an extremely rare condition, and only 12 cases have been reported in the English literature since 1911. [1] [2] [3] [4] [5] [6] [7] [8] Various mechanisms for the origin of this condition have been suggested; but there is no well-established evidence and treatment.
We herein report a case of IVC thrombosis after blunt liver injury that was managed by IVC filter insertion and anticoagulation therapy.
CASE
A 26-year-old man was taken to the emergency room of a University Hospital after high-speed motor vehicle collision. The patient complained of bilateral knee pain and right upper quadrant abdominal pain. On arrival, the patient was alert (Glasgow coma scale score of 14) and vital signs were as follows: the patient was normothermic, heart rate was 70 beats/min, respiratory rate was 20/min, and blood pressure was 105/60 mmHg. Physical examina- One day later, an IVC filter was placed in the suprarenal IVC via the right jugular vein to protect against the risk of pulmonary embolism (Fig. 4) . Localized intrathrombus lytic therapy was considered; but it was not performed due to concerns with respect to the underlying liver laceration and hematoma. Instead, we started oral anticoagulation therapy and performed close observation of bleeding, but no sign of bleeding was detected. The patient was discharged from hospital at 1 month after admission. On follow-up abdominal CT performed 2 months later, IVC thrombus had disappeared completely (Fig. 5) .
DISCUSSION
IVC thrombosis after hepatic trauma is an extremely rare condition. Since it is a rare entity, the definitive In our opinion, a massive thrombus extending to the suprahepatic level needs emergency thrombectomy; otherwise non-operative treatment such as IVC filter and/or anticoagulation regimen can be chosen depending on the situation. In the present case, there was a large floating thrombus in the IVC; but it did not extend to the suprahepatic level.
In conclusion, we propose that the possibility of IVC thrombosis should be considered in patients with severe hepatic trauma above grade III (AAST liver injury scale) and regular follow-up CT can be an important diagnostic method to make an early diagnosis of IVC thrombosis.
The IVC filter with/without anticoagulation treatment is likely to be the best initial option for prophylaxis of pulmonary embolism if it has not extended to the suprahepatic level such as in Budd-Chiari syndrome.
